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IDAHO DEPARTMENT OF

HEALTH « WELFARE

JAMES £. RISCH w Govamnot DEBRA RANSOM, RN RHLY, Chief
KARL 8, KURTZ ~ Dlsacior . BUREAL OF FACHLITY STANDARDS
‘ J‘ > 3232 Eder Streat
(!
1

P.0. Bow 81720
»@' Boise, D 83726-0026
r ( o PHONE 208-334-6626

August 29, 2006 . ( FAX DU 1841288

cwﬂ“ | v
4 4

Welser Memorial Hospital
645 Bast 5™ Street
Weiser, ID 83672

" Dear Ms. Qglevie;

This is to advise you of the findings of the Medicare survey at Weiser Memorial Hospitallwhich was
concluded on August 22, 2006,

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. 1t is important that your Plan of
Correction address each deficiency in the following manner:

1. Angwer the deficiency statement, specifically indicating how the problem will be, or has
been, corrected. Do not address the specific examples, Your plan must describe how you
will ensure correction for all individuals potentially impacted by the deficient practice.

2. Identify the person or discipline responsible for monitoring the changes in the system to
ensure compliance is achieved and maintained. This is to include how the monitoring will be
done and at what frequency the person or discipline will do the monitoring.

3 Identify the date each deficiency has been, or will be, corrected.

4. Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by September
12, 2006, and keep a copy for your records.
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Weiser Memorial Hospital
Angust 29, 2006
Page 2 of 2

Thank you for the conrtesies extended to us during our visit, If you have i
- ¥, ! an
write this office at (208)334-6626. ¢ Y auestions, please call or

Sincerely,

PENNY S{&Ll[,(i) s RN 8 1A CRESWELL
Health Facility Surveyor Supervisor

Non-Long Term Care Non-Long Term Care
PS/mlw

Enclosures
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DEPARTIMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBE NO, 0838-0381
STATEMENY OF REFICIENCIES X1} PROVIDER/SUPPLIERS f
AND PLAN OF CORRECTION &n HYENTIFICATION !tIJL'lEMBGElaA 0X2) MULTIPLE CONSTRUCTION el gg;ﬁfé?gﬁ\'
A BUILDING
431307 B. WING 0B/22/2006
RAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WEISER MEMORIAL HOSPITAL 643 EAST 5TH
WEISER, ID 838672
(X4 1D SUMMARY STATEMENT OF QEFICIENCIES | i PRQVIDER'S PLAN OF CORREGTION {X5)
PREFIX (EACH DEFICIENCY MUST 8E PRECEEDED BY FULL PREFIX {EACH CORRECTIVE AQTION SHOULD BE GOMPLETION
TAG REGULATORY OR L$C IDENTIFYING INFGRMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
C 000 [ INITIAL COMMENTS C 000
The following deficiencies were cited during the
Medicare recertification survey of your Critical
Access Hospital. The surveyars conducting the
Medicare recertification survey were:
Fenny Salow, R.N,, HF.5., Team Leader
Gary Guiles, R.N., H.E.S,
Deb Dore', RN, HF.8.
Abbreviations include:
CAH = Critical Aceess Hospital
CNO = Chief Nursing Officer
RN = Registered Nurse
OR = Operating Room
RD = Registered Dietitian
GIA = Quality Assurance
i C 279! 486.635(2)(3){(vil) POLICIES - NUTRITION C 279 (279 Nutritional Policies
, The policies include, if the CAH furnishes Instrucied the Dietary Supervisor and Registere
inpatient services, procedures that ensure that Dictician on 8-23-06 concerning th
the nutritional needs of inpatients are met in Standard of Car
accordance with recognized dietary practices and
the orders of the practitioner responsible for the Revised policy & procedure (P&F) D-2 Die
care of the patients, and that the requirement of Docomentation of Patient Consnltatio
§486.25(i} is met with respect to inpatients
receiving post-hospital SNF care, Registered Distician comtract reviewe
and revised|
This STANDARD is not met as evidenced by: Nursing Personnel in-serviced on surve
Based on staff interview and review of clinical findings as of 9-5-06,
records, it was determined the CAH failed to
ensure nuiriional nesds were metfor 1 of 1 Dietary Supervisor is responsible to ensure thz;r
patients (#19), whose record described nutritional patient’s nutritional assessment are being don
concems, The CAH failed to ensure a system
was in place to identify patients with significant This will be a guality improvement indicatoy
nutritional needs and fefer those patients to the and wil be tracked for 3 months, ‘! / ;ﬂ{ / Pé'

(%6} DATE

II;AHORATORY DIRE RS OR PROV PLIER REPRESENTATIVE'S SIGNATURE TITLE .
' jf;fﬂiv Tl CED 3/, 2 Sopsd

Any deﬁcié%fc;fr statemnent ending with an asterisk (*) dencies a deficiency which the institution may be excused from ¢atrecting providing it is determined that
othar safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing hames, the findings stated above are disciosable 90 days
following the date of survey whether or nat a plen of correction is provided, Far nursing homes._the above findings and plans of porgectmn are disclosable 14
days following the date these doouments are made gvailable ta the facliity. W deficiencles are cited, zn approved plan of carrection is requisite to continusd

program participation.

FORM CMS-2567(02-95) Previous Varsions Obaclets Evant i 8HL11 Faclity 1 124H2P If continuation shest Page 1of 13
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DEPARTME w1 w1 e 101 AIND FIUIVIAIN OERVIGES
CENTFRS FOR MEDICARE & MEDICAID SERVICES

VONHY b by QEESH 2D
FORM APPROVED
OMB NG, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X2) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: COMPLETED
A BURDING
B, WING
131307 pB/22/20086

T NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS. CITY, STATE, 2if CODE
845 BAST 5TH

WEISER MEMORIAL HOSPITAL
WEISER, ID 33672
X4} in SUMMARY STATEMENT OF DEFICIENCIES 13} PROVIDER'S PLAN OF QORRECTION (X5)
PREFIX (EAGH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
C 278 | Continued From page 1 ¢ 279
RD for evaluation, This created the potential that
patients would have unmet nutritional needs. The G279 Nutritional Policies
findings include:
, . Instructed the Dietary Supervisor an
Patient #19 was admitted to the CAH on 6/29/06 Registered Dietician on 3_2;_%?5 coﬁwmg m:
with newly diagnosed Type [l dizbetes melltus Stendard of Cars
with hyperosmolar nonketotic acidosis. The
patlent was initially started on Insulin In the form Revised policy & procedare (P&P) D-2 Diotary
of a sliding scale and at discharge was taking Documentation of Patient Consultation
Lantus Insufin 80 units daily. She was discharged
on 7/3/06 and referred to a diabetic clinic for Registered Dictician contract reviewed and
diabetic teaching. No documentation was found to revised
indicate the patient received a dietary consuit or
dietary assessment during her hospitalization, Nursing Persongel inserviced o
) ) \ i survey findings as 0f9-5-06
The Distary Supervisor was interviewed on R ngs 8 oF9-5
crecil pollayiprocedure 1o it & ioosto Dictacy Supervisr s xesponsibl 1o nure tha
h h ' atient’s nutritional et by i
the RD, She stated if nursing put in & reguest, it patient’s nutritional assessments are being donel
would be done. During the same interview the This will b lity i S
) L t H ;
CNO stated there were no specific guidelines for 8 ea;gli?i;l i;ﬁﬁ;ﬁ?}gf 31113:::1&:}{12
when the dietician would be consuited. 9 ;a/ﬁg
The RD/digtary consultant's contract stated the
RD was to complete a nutritional assessment in
conjunction with the food service supervisor, In
L addition, the contract stated the dietician was to
j visit the facility every other month and submita -
report on all phases of dietary services, policies
and procedures, assessments of food service
and all special diets ordered ... According to the
Dietary Supervisor's interview on 8/22/06 at 2:45
PM, this had not ocourred.
FORM CMS-2867{02-88) Previous Versions Qhesleta Event il a1 Faeility 0 ID4MZR If continuation sheet Page 2 of 43
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DEPARTMEN "t i 1 11 AINL FIUMIMIN OERYILED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMFBDﬁg %}ggg%\é%?
BTATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIERICLIA i .
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION ) ggg&%i.sg‘r?gw
A. BUILDING
B, WING
131307 08/22/2006

GEI0) 1Y AN 5211 30Yd

NAME OF PROVIDER OR SUPELIER
WEISER MEMORIAL HOSPITAL

STREET AUDRESS, CITY, STATE, ZIP GODE
645 EAST 5TH

WEISER, ID 83672

(%4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENGY MUIST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO VHE APFPROPRIATE
DEFICIENGY)

(X3)
COMPLETION
DATE

C 321

485.839(a) SURGICAL PRIVILEGING

The CAH designates the practitioners who arae
allowed to perform surgery for CAM patients, in
accordance with its approved policles and
procedures, and with State scope of practice
laws. Surgery is performed only by a docior of
medicine or osteopathy, including an osteopathic
praciitioner recognized under section 1101{a}{(?7)
of the Act; a doctor of dental surgery or dental
medicine; or a doctor of podizatric medicine.

This STANDARD is not met as evidenced by

Based on staff interview and review of practitioner
credentials files, it was determined the hospital
failed o designate the practitioners who were
allowed ta perform surgical procedures in the
CAH. The CAH failed to ensure a current roster,
listing 12 of 12 practitioners' (Practitioners A - L)
specific approved privileges, was maintained in
the surgical suite. In addition, the CAH failed to
ensure 1 of 12 practitioners (Practitioner A) had
been granted privileges te perform procedures
that had been performead. The findings include:

1, The surgical sulte was toured on 8/21/06 at
1:15 PM, and the OR Director was interviewad,
She stated there currently were 12 practitioners
who performed surgical proceduras in the CAH.
5he stated a list of those practitioners' and their
current privileges was not available in the surgery

Suite.

2. Credentials files were reviewed on 8/22/086 at
9:30 AM. The privilege list for Practitioner A did
not include privileges for total knee replacement,
The operating room log documented Practitioner
A had performed this operation at the hospital.
During tha revisw, the Director of Heatth
Information confirmed the lack of surgical

G321

G321 Surgical Privileging,
An updated list of phiysician roster and privileges
is now availably in the OR|

HIM department in-serviced the Medical Staff o
9-6-06 regarding the lst of privileges thaﬁ
each of them have documented|

The HIM manager is responsible to ensure
current and aceurate physician rosters &
privileges are available and kept updated,

This is & QI indicator and it will be tracked
monthly,

This will be monitored by the HIM Manager,

‘f/;a/y/é

FLIRM CME-2567(02-99) Previsus Versions Obsolete
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FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO. 0938-0391

The CAH has an effective quality assurance
program to evaluate the quality and
appropriateness of the diagnosis and treatment
furnigshed in the CAH and of the treatment
outcomes.

This STANDARD is not met as evidenced by:

Based on staff inferview and review of QA
program documentation, it was determined the
CAM failed to ensure an effective QA program
was maintained, The CAH failed to ensure
quality indicator data was compiled and evaluatad
, to determine if problems existed and required

P corrective actions. This created the potential for
¥ unidentified problems related to care ard

§ services, The findings includs:

1. The CAH's QA program was reviewed on
8/22/06. The CAHM's QA plan was requested. The
QA Coordinator found the plan and other QA
decuments In & box in the basement. 8he stated
the documents had been in 2 manugl maintained
by a previous QA Coordinator. That individual
had not worked at the CAH for approximately one
year, The "QUALITY IMPROVEMENT
PROGRAM" policy was (ast reviewed and
approved on 8/14/05. The procedure described
how all CAH services would be evaluated,

QA monitoring data was requested from the QA
Coordinator. She provided stacks of documents,
most of which were not stapled, clipped or

1
H

QI coordinator and Chief Nursing Officer (CNO)
met on 8-23-06 to discuss the organizatioh

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/BURPLIERICLIA X2} MULTIFLE CONSTRUCTION
AND PLAN DF CORRECTION IDENTIFICATION NUMBER; @ ¢ qxa)ggﬁfEuT%\gEv
A, BUILDING
B WING
131307 08/22/2008
NAME OF FROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WEISER MEMORIAL HOSPITAL 645 EAST STH
. WEISER, ID 83672
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ey PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 321 Continued From page 3 C 321
; privileges for Practitioner A,
: C 336 | 485.641(b) QA - QUALITY OF PATIENT CARE G ass

&336 Quality of Patient Card,

of the prograrm.

This program will be revitalized
and made operational

This will be monitored by the CNO
and the Administratof, q /!(d/ f’{ (4

EORM CMS-Z687(02-99) Previpus Versfons Obsolata Event [0 814

88 Hovd
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DEFARTME 1w ;mmai 1 11 ML FIOVIAN SERVIUES
FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 09380391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/SIIA X2 u
‘I AND PLAN OF CORRECTION IDENTIRICATICN NUMBER: ) LTIPLE CONSTRUCTION {xa}gghaﬁfgl%%m
: A BUILDING
B, WING :
131307 DB/22/2006
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, €ITY, STATE. ZIP GODE
WEISER MEMORIAL HOSPITAL 645 EAST 5TH
WEISER, ID 83672

(X4 1D SUNMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION X5
BREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BAYE
DEFICIENGY)
C 336 | Continued From page 4 C 338

otherwise confained, The documents inciuded a
list of quality indicators for all hospital
departments, as well as, various monitoring data
from recent months, Quarterly QA commitiee
meeting minutes wera includad in the

, documentation znd findings were discussed,

i Although monitoring data was being collected
from all CAH depariments, the documentation
was not organized in @ manner that would enable

the Coordinator to evaluate the resulis. Dueto G336 Quality of Patient ©
the lack of organized data collection, it was not Quality of Patient Cary
possible to accurately determine if thresholds QI coordinator and Chief Nursing Officer (CNO
were met. It was not possible to accurately met on§-23-06 to discuss the organizatio
identify problems or implement corrective action of the progr
plans.
. - - Thi il be revitali
2. The QA Coordinator, interviewed on 8/22/06 at s pfogrgd“;ﬁd;;;::aﬂ;f
2 PM, stated she had only recently been assigned
the QA Coordinator position. She stated she was This wi tored b )
the third Individual assigned to QA In the past b o e ittty q
year. She stated she had been working with /fﬁ 2eeh

department managers to assist them in entering
indicator dafa in a spread sheet format, but she
had not yet had time to set up an organized
collection and review system. She stated she

: was provided approximately four hours per week
i for QA Coordination activities. She was also the
CAH's infection control officer and education
coordinator.

FORM CME-2567(D2+88) Previous Varsions Obsolets Event 1L 8iiL11 Facility iD:  1D4Hz2E If continuation sheet Page 5 of 13
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

AT Mt Sk B R A SRR ] DRPIVESUMY W IV Il

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB NQ. 0938-0381

{X1) PROVIDER/SUPPUER/GLIA
IDENTIFICATION NUMBER:

131307

(X2) MULTIPLE CONSTRUCTION

A, BUILDING
B, WING

(XB3) DATE SURVEY
COMPLETEDR

08/2212006

NAME OF PROVIDER OR SUPPLIER
WEISER MEMORIAL HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODBE
648 EAST 5TH

WEISER, ID 83672

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFISIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

in
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE AGTION SHOULD BE
GROSS-REFERENCED TO THE APFROPRIATE
BEFICIENSY)

{x$)
COMPLETION
DATE

C 361

485.645(d)(1) RESIDENTS RIGHTS (483.10(b)
©)

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services inside and
putside the facility. A facility must protect and
promote the rights of each resident, including the
right to be fully Informed in language that he or
she can understand of his or her fotal health
status, including but not lirnited to, his or her
medical condition,

This STANDARD is not met as evidenced by:

Based on record review and staff interview, it was
determined the CAH failed {0 ensure 2 of 2

'| Bwing-bed patients (#26 and 27) were notified of

all of thelr rights. The CAH failed to ensure the
document notifying Swing-bed patients of their
tights was complete. The findings include:

1. Swing-bed patient records were reviawsd on
8722106 and the following issues were identified:

* Patient #26 was admitted to Swing-bed status
on 2M7/06. The document informing the patient
of his rights was sionad on the day of admission.
The document did not include the right to be
informed of the charges for services not covered
by Medicare, Medicaid or the per diem rale; the
right tos parficipate in care planning; and the right
to acoess and visitation,

* Patient #27 was admitted to Swing-bed status
oh 671706, The documsnt informing the patient
of her rights was signed on the day of admission.
The document did not include the right to be
informed of the charges for services not covered
by Medicare, Medicaid or the per diemn rate; the

C 381

(G361 SWB- Resident/ Patient Rights.

The patient rights (F#SWB-003) have bee
updated to include costs related to servics,
involvement in the development of his/hdr

care plans and to have acoess angd
visitation rights.

]

153

Mursing Staff were in-serviced on 9-5-06,

This will be monitored by the CNQ. 4, /@ {r

FORM ChviB2587(02.98) Previous Varsions Obsolate
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DEFARTMENT wr mcAac 1 m AL FIUIVAN SRRV LIS FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A. BUILDING
B WING
131307 08/22/2006
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZiIF CODE
645 EAST STH
EISER MEM
w ORIAL HOSPITAL WEISER, ID 83672
(X%4) ID SUMMARY STATEMENT OF DEFICIENCIES iD FROVIDER'S FLAN OF CORRECTION {83
PREFIX {EACH DEFICIENCY MUSY BE PREGEEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TOQ THE APPROPRIATE DATE
DEFICIENCY) .
361 ; Continued From page 6 C 361
right to participate in care planning; and the right
to access and visitation,
2. The Bwing-bed Patients' Rights document was
reviewed with the CNO on 8/22/08 at 11:15 AM.
She confirmed the document was incomplete.
C 385 485 645(d)(4) PATIENT ACTIVITIES (483.15(0) G388

A facility must care for its residents in a manner
and in an environment that promotes
rmiaintenance or enhancement of each resident's
quality of life. The facility must provide for an
ongeing program of activities designed to meet, in
accordance with the comprehensive assessment,
the interests and the physical, mental, and
psychosocial well-being of each resident.

The activities program must be directed by a
qualified professional who is a qualified .
therapeutic recreation specialist or an activities
professional who— :

o 18 licensed or registered, i applicable, by the
State in which practicing; and

o Is eligible for certification as a therapeutic
recreation specialist or as an activities
professional by a recognized accrediting body on
or after Qctober 1, 1890; or

o Has 2 years of experience in a social or
recreational program within the last 5 years, 1 of
which was full-time in a patient activities program
in a health care sefling; or

o Is & qualified occupational therapiat or
occupationzl therapy assistant, or

o Has completed a training course approved by
the State.

This STANDARD is not met as evidenced by

G385 SWB- Paticnt Activitich,

It is the responsibility of the floor nurse/ designge
to make sure that SWB patients have an astivi}jy
assessment done and documenied,

Norging Personnel in-serviced on 8-24-06 and
9.5-06 regarding SWIB and survey deficiencies.

It will be monitored by the ONO and utilized
as a monthly QI indictor, : /l . /Ms

FORM CMS.256T{0263) Previous Versions Obsclste Event 1D 8lIL11

11
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REPARTMO v vt (1mme ) 1 A0 MURMAN SERVILES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0391

i| STATEMENT OF DEFIGIENGIES (X3} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICAYION NUMBER:

131307

(X2} MULTIPLE CONSTRUCTION (X3} DATE BURVEY
A BUILDING

B. WING

COMPLETED

DB/22/2006

NAME OF PROVIDER OR SUPPLIER
WEISER MEMORIAL HOSPITAL

STRERY ADDRESS, CITY, STATE, ZiP CODE
645 EAST 5TH

WEISER, iD 83672

(%4} 1D
FREFIX
TAG

SUMNMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D el
PREFIX (EACH CORREGTIVE ACTION SHOULD BE ComMPLETION

TAG

PROVIDER'S PLAN QF CORRECTION

CROSS-REFERENCED TO THE APPROPRIATE bave
DEFICIENCY)

£ 385

Continued From page 7

Based on record review and staff interview, it was
determined the CAH falled fo ensure 2 of 2
Swing-bed patients (#26 and 27) were assessed
for activities interests. This created the potential
that 8Bwing-bad patients would not be provided
with meaningful activities, The findings include:

1. Bwing-bed patient records wers reviewead on
8/22/06 and the following issues were identified.

* Patient #26, an 87 year old male, was admitted
to Swing-bed status on 2/17/06 and discharged
onh 3/3/06. His diagnoses included weakness and
dehility due to congestive heart failure, chronic
renal insutficlency, coronary artery disease and
atrial fibrillation. The patient's record did not
contain an assessment of his activities interests.
In addition, the form titled "ACTIVITIES/BEDSIDE
PROGRAMMING" did not contain any
documentation to show what, if any, activities had
been provided to the patient during his stay.

* Patierd #27, a 75 year old female, was admitted
to Bwing-bad status on 6/17/08 and discharged
on 6/19/06. Her diagnoses included pneumonia,
wrinary tract infaction and multiple sclerosis. The
patient's record contained documentation on
117708, on the "ACTMITIES/BEDSIDE
PROGRAMMING" form, that the patient watched
television and visited with family, however, the
record did not contain an assessment of her
activities interests.

2. The patients' recards were raviewed with the
CNOQ on 8/22/05 at 11:15 AM. She confirmed the
lack of assessments for activities interests,

C 385

C385 SWR- Patient Activities,
{Continued)

1t is the responsibility of the floor nurse/desipnes
to make sure that 8WHE patients have an activity
assessment done and documented.

Mursing Personne] in-serviced on 8-24-06 andd
9-5-06 regarding SWB and survey deficiencies,

It will be mronitored by the CNO and utilize

as a muonthly QI indictmd. a /f;f/;).ﬂ
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DEPARTMurv) v mcmL 1 M AINL HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES ' - OMB NO. 0938-0391
ETATEMENT OF DEFIGIENCIES {X1} PROVIDERISUPPLIER/CLIA, {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
B WING
131307 QBl212006
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, GITY, STATE, ZIP CODE
: 545 EAST 5TH

WEISER MEMORIAL HOSPITAL
R SPi WEISER, ID 83672

X419 SUMMARY STATEMENT OF DEFICIENCIES - I PROVIDER'S PLAN OF CORRECTION sy
PREFIX {EAGH DEFICIENGY MUST BE PRECEEDED BY FuLL PREEIX {EACH CORRECTIVE ACYION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION, TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFICIENCY)
€ 386 | 486.645(d)(5) SOCIAL SERVICES (483.15(g)) ¢ 386

The facility must provide medically-related social
services 10 aftain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

A facility with more than 120 beds must employ &
qualified social worker on a full-time basis.

LF‘ A qualified social worker is an individual with a

bachelor's degree in social work or a bachelor's
degree in a human services field including but not
lirnited to sociology, special education,
rehabilitation counseling, and psychology; and
one year of supervised social work experience in
& health care setting working directly with
individuals.

This STANDARD is not met as evidenced by:

Based on record review and staff interview, it was
determined the CAH failed to ensure 2 of 2
8Bwing-bed patients (#26 and 27) were assessed
for psychosecial needs. This created the
potential that Swing-bed patients would not be
provided with medically-reiated social services,
including assistance with advance directives and
discharge planning. The findings include:

C386  SWB- Social Services,

(4]

It is the responsibility of the floor muzse? desi ghe
to make sure & psycho-social assessmont 1
done and documented.,

@

i 1. Swing-bed patient records were reviewed on All SWB patients required discharge planning,
8/22/0G and the following issues were identified: Nursing Personnel in-serviced on 9-5-06,
* Patient #26, an 87 year old male, was admitted This will be monitored by the CNQ.
to Swing-bed status on 2/17/08. His diagnoses
Included weakness and debility due to congestive See attached check list of Swing Bed actions. f
heart failure, chronic renal insufficiency, coronary ‘3/ ! #/ f

artery disease and afrial fibrillation, The patient's
record did not contain a psychesocial
assessment,

FORM CM5-2687(02.98) Previous Versions Obsolsle Event iD: 8ilL1+ Facility ify;  ID4AHzR i ontinuation sheet Page § of 13
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FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1} FPROVIDER/SUPPLIER/CLIA X2 MULTIR
AND PLAM OF GORRECTION & IDENTIFICATION NUMBER: %2 LE CONSTRUCTION (X3}§£;§§gé\!§‘f
A BUILDING
B. WING
131307 0812212006

NaME GF PROVIDER OR SUPPLIER

WEISER MEMORIAL HOSPITAL

STREET ADDRESS, CITY, STATE, ZiP COBE
645 EASY 5TH
WEISER, 1D 83672

{(*4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST SE PRECEEDED BY FULL
REGULAYORY OR LSC IDENTIFYING INFORMATION)

8]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE AGTION SHOULD BE
CROBS-REFERENCED TO THE APPROPRIATE

{X5)
COMPLETION
DATE

BEFICIENCY)

C 386

Continued From page 9

The record contained & consent for treatment,
which was signed by the patient's spouse on
217/06. The section of the form that identified
whether or not the patient had a Living Will or
Durable Power of Attorney for Meaith Care, had
not been completed.

The top haif of the patient's "DISCHARGE
PLANNING SCREEN", which was sighed by an
RN on 2/17/08, did not identify if the patient met
any of the listed criteria, when, in fact, the patient
met two or three of them, including, but not
limited to, "Over age 75" and "Chronic or terminal
iiness". Documentation indicated the patient
"May Need Discharge Planning”, but no
documentation was found fo indicate the patients
discharge needs had been assessed or that a
plan had been developed. The patient was
discharged to his home on 3/3/06 with hospice
services. No documentation was found to explain
how arrangernents were made for the patient's
care after discharge.

* Patient #27, a 75 year old female, was adrmitisd
to Swing-bed status on 6/17/06. Her diagnoses
included pneumonia, urinary tract infection and
mulliple sclerosis. The patient's record did not
contain a psychosocial assessment

The record contained a consent for treatment,
which was signed by the patient on 6/17/08. The
section of the form that identified whether or not
the patient had & Living Wil or Durable Power of
Attorney for Health Care, indicated the patient
had both. However, no documentation was found
or the patient's record to show that staff had
inquired about, or otherwise determined, what the

C 386

I1 is the responsibility of the floor purse/ designe
te make sure a psycho-social assessment §

All SWB patients required discharge planning,
Nursing Personnel inserviced on 9-5-04,

.This will be monitored by the CNO utilizing
Q1 tool and daily rounds. See attached Cheoldliat

C386 SWB- Socisl Serviceg,

{Continued

done and documented,

T‘El/us/ b
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DEPAR'TMLH I I R Y S T I R e ST
FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 08938-0391
STATEMENT OF DEFICIENCIES {21} PROVIDER/SUPPLIER/CLIA X2y WA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; 0@ MULTIPLE CONSTRUGTION o) ggﬁf&%%av
A BUILDING
131307 3. WING 08/22/2006
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, 8TATE, ZIP CODE
WEISER MEMORIAL HOSPITAL 545 EAST 5TH
WEISER, ID 83672
(X4} 1 SUMMARY STATEMENY OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED RY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMBLETION
TAG REGULATORY OR LEC IDENTIFYING INFGRMATION) TAG CRUSS-REFERENGED TO THE APPROPRIATE tavE
DEFICIENCY)
G 386 | Continued From page 10 C 386
, patient's wishes for emergency reatment were, C386 SWB- Bccial Services
; The top half of the patient's "DISCHARGE (Continued)
‘ PLANNING SCREEN", which was signed by an It is the responsibility of the floor nurse/ designee
RN on 6/17/06, did not identify If the patient met to make sure a psycho-social assessment is -
any of the listed eriteria, when, In fact, the patient done and documented
met twe or thrae of them, including, but not "
limited to, "Over age 75" and "Chronic or terminal All SWB patients required di ;
_ ] {97 anc b ts required dis .
iinese”. Documentation indicated the patient ngmg Perggc]ing[ insiﬁ??;ﬁeoﬁlg?ﬁfg
"May Need Discharge Planning™, but ho ’
decumentation was found o indicate the patients This will be monit it
£ . ored by the CNO utilizing
discharge needs had been assessed or that a I tool ; : oltic
plan had been developed. The patient was QU teol and daily rounds. Ses attached Checldist, CV, ﬁ/ﬁé

discharged on 6/19/06 to to a Long Term Care
facility for additional rehabifitation. No
dgocumentation was found to explain how
arrangements were made for the patient's care
afier discharge.

| 2. The patients’ records were reviewed with the
g CNO on 8/22/06 at 11:16 AM. She confirmed the
i lack of psychosocial assessments, advance
directive determinations, and incomplete
discharge planning documentation.

C 400 | 485.645(d)(8) NUTRITION (483.25()(1)) C 400

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident maintains acoeptable parameters of
nutritional status, such as body welght and protein
levels, unless the resident's clinical condition
demonstrates that this is not possible.

C400 SWEB- MNutritionul Assessment.

1t is the responsibility of the flod
nurke/ designee to make sure that th

This STANDARD is not met as evidenced by! ] diciary services has bee
Based on record review and staff interview, it was notified that SWB patient “"’“&T

[ ]

determined the CAH failed {o ensure 2 of 2 nuiritional assessiment.

T
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DEPARTMuv 1 vt (1AM MR MUNMIAN BERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 08380381
FTATEMENT OF DEFIGIENGIES (X1} PROVIDER/BUPPLIERICLIA (X2) MULTIPLE CONBTRUGTION (X2} DATE BURVEY
AND PLAN OF GORREGTION IDENTIFIGATION NUMBER: COMPLETED
; A BULDING
!
i B WING
£ 131307 3 08/22/2006
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
B45 EAST BTH
WEISER MEMORIAL HOSPITAL
WEISER, ID 83672
{X4) 1D SUMMARY STATEMEN'T OF DEFICIENCIES i PROVIDER'S PLAN OF GORRECTION £x8)
FREFIX {EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
C 400 | Continued From page 11 C 400

Swing-bed patients (#26 and 27) were assessed
for nutritional needs. This created the potential
that Swing-ted patients would maintain
acceptable parameters of nutritional status. The
findings include:

1. Swing-bed patient records were reviewed on
. 8/22/06 and the following Issues were identjfied:

* Patient #28, an 87 year old male, was admitted
to Swing-bed status on 2/17/06. His diagnoses
included weakness and debility due to congestive
heart failure, chronic renal insufficiency, coronary
artery disease and atrial fibrilation. The patient
was discharged to his home on 3/3/06 with
hospice services. No documentation was found to
indicate the patient had received a nutritional
assessment,

* Patlent #27, a 75 year old female, was admitted
to Swing-bed status on 6/17/08. Her diagnoses
included pneumania, urinary tract infection and
multiple sclerosis. The patient was discharged on
6/19/06 to to a Long Term Care facility for
additional rehabilitation. The patient's record
contained an evaluation by a speechflanguage
T pathologist related to swallowing problems and

: thickened liquids were orderad. However, no
documentation was found to indicate a nutritional
agsessment had been completed.

2. The palients’ records were reviewed with the
CNO on 8/22/06 at 11:15 AM. She confirmed the
fack of nutriticnal assessments.

3. The Distary Supervisor was interviswed on
8/22/06 at 2:45 PM. She stated there was not a
specifle policy/procedure for initiating a referral to

C400 SWB- Nutritional Assesgment
{Continued

The Dietary Supervisor in ¢onjunction with
the Charge Nurse, is responsibly

to make sure that all SWB patients have 4
naintional assessment performed

-and documented

In-service with Dietary Supervisor, Registered
Dietician and CNO 8-23-06

See revised P&P D2 Nursing Personne
In-serviced on 9-5-06, This will be monitored

by the CNO Q//P//?é
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FORM APPROVED

CENTERS FOR MEDICARF & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENY OF GEFICIENCIES {X1} PROVIDER/SURPPLIER/CLIA (R2) MULTIFLE CONSTRECTICN {X3) DATE SURVEY
AND PLAN OF CORRECTIGN . IDENTIFICATION NUMBER; COMPLETED
A. BUILDING
131307 B WING 08/22/2006
NAME GF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
645 EAST 5TH
WEISER MEMORIAL HOSRITAL
A WEISER, ID 83672
(%) I SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION %% i
PREFIX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION §
TAG REGULATORY OR LEC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APFROPRIATE Date ¥
DEFIGIENCY)
C 400 | Continued From page 12 C 400
the RD. She stated if nursing putina request, it (G400 SWB- Nutritional Assessment]
would be done, During the same interview, the (Continued)
CNO stated there were no specific guidelines for
when the RD would be consulted. It i8 the responsibility of the floof
nurse/ designee to make sure that th
The RD contract stated the RD was to compiete a dietary services has bee
nutritional assessment in conjunction with the notified that SWB patient needs &
food service supervisor. In addition, the contract nutritional assessment,
stated the RD was to visit the facility every other
manth and submit a report on all phﬁSﬂS of The Die[my Supervizor in conjuncﬁo h
| dietary services, policies a:nd procedures, - with the Charge aurse, is responsible
assessmenits of food service and all special diets to make sure that all SWB patients have &
ordered .... According to the Dietary Supervisor's nuiritional assessment performed
interview on 8122/06 at 2:45 PM, this had not and documented.
vocured,
In-gervice with Dietary Supervisor, Registered
Dieticlan and CNG B-23-04.
Sew revised P&P 12, Nursing Personnel
in-gerviced on 9-5-06. This will be monitored
by the CNQ.
Vit
F
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Bureau of Facility Standards FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA 1P 3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBEE: ::29)::&;: LE CONSTRUCTION & )COMF’LEEJY%
G

. B, WING
131307 08/22/2006

NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, 21 CODE

WEISER MEMORIAL HOSPITAL i L L

{X4) 1D SUMMARY STATEMENT OF DEFICIENOIES D PROVIDER'S PLAN OF GORRECTION )

PREFIX (EACH DEFICIENGY MUST BE PRECESDED BY FULL PREPIX (BEACH CORRECTIVE AGTION SHOULD BE COh%LJE?E
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DAYE
DEFIGIENCYY

B 000 Initlal Comments B 000

The foliowing deficiencies were cited during the
State licensure survey of your Critical Access
Hospital. The surveyors conducting the State
licensure survey were;

Penny Salow, R.N., H.F.S., Team Leader
Gary Guiles, K.N,, H.F.S.
Deb Dore’, RN, HF 8

BB223 16.03.14.330.03 Scope of Services BR2Z3
03. Scops of Services, (10-14-88)

; a. The scope of pharmaceutical service shall be

! consistent with the needs of the patierds and
include a program for the contral and
accountability of drug products throughout the
hospital. A pharmacy and therapeutics committee
or its equivalent compased of members of the
medical staff, the director of pharmaceutical
services, the direclor of nursing services, hospitat
administration and other heaith disciplines as
necessary, shall develop written policies and
procedures for drug selection, preparation,
dispensing, distribution, administration, control,
and safe and effective use, Refer to Subsections
250.03 and 280,04, (12-31-21)

This Rute is not met as evidenced by: _ BH223 Pharmacy,
Based on staff interview and review of medical
staff meeting minutes and hospital policies, it was Pharmacist will attend P&T meeting
determined the hospital failed to maintain a Medical Staflf meetings at least quarterly,
pharmaey and therapeutics committes which .

included the direcior of pharmaceutical services, The Med Staff Policies will be revised to inelud
The findings include; & Pharmacy and Therapeutics Commitied,

A policy defining a pharmacy and therapeutics Inserviced pharmacist 8-23-06,
committee was not found during policy review.

} The CN’E)'_?_;ate?. during ;n?niguﬂew on 8/21/06 This will E:c, mfmitored by the {SN . @ fmfﬂé
Bureal of Fadlity S rds B -
ﬁi@ “‘M‘MW LQ TITLE and Administratorge) oarg
LABGRATOR OR'S OR PROVIDER/SUPPLIER REPRESENTEATIVES SIGNAT F_é;:; ? // }Aﬁ ﬁ.’
uvg i
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. ..Bureau of Facility Standards FORM AFPROVED
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICLIA X3) DATE
AND FLAN b BORHE ] R S PLIER/GLI (X2) MULTIPLE CONSTRUCTION {x2) GOMPEE'{F%%EY
A BUILDING
B. WING
131307 O8B/22/2006

NAME OF PROVIDER OR SUPPLIER
WEISER MEMORIAL HOSPITAL

STREET ADDRESE, CITY, STATE, 2IP CODE

645 EAST 5TH
WEISER, ID 83672

04. Policies and Procedures, Written policies and
procedures shall be developed by the pharmacy
and therapeutics committes or its equivalent to
govern the pharmaceutical services provided by
the hospital. (10-14-88)

a, Policies and procedures shall be reviewed
revised and amended as necessary, and dated to
indicate= the fime of last review. {10-14-88)

b. Written policies and procedures that are
essential for patient safety, and for the control
and accountability of drugs, shall be in
accordance with accepiable professional
practices and applicable federal, state and local
laws. (10-14-88)

¢, Policies and procedures shall include, but are
not limited to the following: (10-14-88)

i. There shall be a drug recali procedure that can
be readily implermented; and (10-14-88)

SUMMARY STATEMENT OF DEFICIENCI :
SRERX | (EACH DEFICIENGY MUST BE PREGRSELN MY FULL PREFIX (EAGH CORRECTIVE ARTION SHoupe | cotere
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DAYE
DEFICIENGY)
§ BE223 | Continued From page 1 BB223 BE223 Pharmac
: at 3 PM, that there was not a specific {Continued
{ pharmaceutical committee, but it was included in
the monthly medical staff meeting. The Pharmagcist will attend P&T meeting
pharmacist was also interviewed on 8/21/06 at 3 Medical Staft meetings at least quarter]
PM. He stated he thought he had beento a
touple of staff meetings, but was not sure. At the The Med Staff Policies will be revised to includ
sama time the CNO stated that she attended the 4 Pharmacy and Therapeutics Committee,
meetings and alternpted to pass on the
information from the meetings to the pharmacist, Inserviced pharmacist 8-23-060
Madical siaff meeting minutes documented that
meetings were held in December 2005, and This will be monitored by the CNO
February, March, April, May, and June 2006, The Medical Staff Coordinatof,
pharmacist was not documented as aftending any and Administrator,
of the meetings. q M/ﬂ,
BB224) 16.08.14.330.04 Policies and Frocedures BB224

Buresu of Facility Standards
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o FORM APPROVED
Bureau of Facility Standards
|| STATEMENT OF DEFICIENCIES | (x1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X5) DATE SURVEY

AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING

' 8 WING ‘
131307 08/22/2008

NAME QF PROVIDER OR SUBPLIER STREET ADDRESS, CITY, STATE, ZI# SODE

WEISER MEMORIAL HOSPITAL WESER 1 672

044) 1D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION {5}
PREFIX (EACH DEFICIENCY MUST BE PRECESDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAZ CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

BB224 ' Continued From page 2 BB224

ii. All medications not specifically prescribed as to
time or number of doses shall be contralled by
automatic stop erders or other methods: and
{10-14-88)

iil, Drugs shall be dispensed and administered

- only upon written or verbal order of a member of
! the medical staff authorized to prescribe. Verbal
orders for drugs shall be given only to those
health care practitioners empowered to accept
orders under ldaho law and written hospital
poiicies and procedures, Verbal or telephone
orders shall be signed by the preseriber within
twenty-four (24) hours. The person accepting the
verbal or telephone orders shall meet the
procedures set forth In Subsection 250.10; and
(12-31-81)

iv. If palients bring their own drugs into the
hospital, these drugs shall not be administered
unkess they are identified by the pharmacist and a
physician's order is written o administer these
specific drugs. If the drug(s) that the patient

) brought to the hospital is (are) not to be used

I while he is hospitalized, it {they) shall be

i packaged, sealed, stored, and returned to the

' patient at the time of discharge; and (10-14-88)

v. Seif-administration of medications by patients
shall not be permitted unless specifically ardered
by the physician; and {10-14.88)

vi. Investigational drugs shall be used only under
the supervision of the principal investigator and
after approval for use by the pharmacy and
therapeutics committee; and (10-14-88)

vii. Acts of drug compounding, packaging,
fabeling, and dispensing, shall be resiricted to the
pharmacist or to his designee under supervision;

Bureau of Facillty Siandards :
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(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFIGATION KUMBER:

131307

(X2} MULTIPLE CONSTRUCTION

A BLALDING
&, WING

{(X3) DATE SURVEY
 COMPLETED

08/22/2006

NAME OF PROVIDER OR SUPPLIER

WEISER MEMORIAL HOSPITAL

STREET ADDREES, CITY, STATE, ZIf* tGODhE

645 EABT §TH
WEISER, ID B3872

(X4) ID
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION

(EAGH CQRRECTIVE ACTION SHQULD BE
GROSS-REFERENCED 70O THE APPROPRIATE
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viil. The labeling of drugs and biolegicais shall be
based on currently accepted professional
principles, applicable federal, state, and local
laws, and include the appropriate accessory and
cautionary instructions, as well as the expiration
date when applicable. Only the pharmacist or
authorzed pharmacy personnel under the
supervision of the pharmacist shall make labeling
changes; and (10-14.88)

ix. Discontinued drugs, outdated drugs, or
containers with worn, ilegible, or missing labels
shail be returned to the pharmacy for proper
dispositiory, and {10-14-88)

x, Only approved drugs and biglagicals shall be
used, (See definition.) A list or formulary of
approved drugs shall be maintained in the
hogpital, (10-14-88)

This Rule is not met as evidenced by:

Based on staif interview and policy review, it was
determined the hospital failed to ensure that the
pharmacist identified medications brought into the
hospital by patients. The findings include:

The pharmacist was interviewed on 8/21/06 at 3
PM. He stated that when patlents brought in their
own medications {o be administered in the
hospital, the nursing staff identified the
medications. Two charge nurses present during
the interview acknowledged that nursing staff
were the individuals responsible for identifying the
medications.. The pharmacy policy and procedurs
for “Patient's Own Medication”, dated 52004,
documented that nursing staff was responsible
for ldentifying patient medications. Medications
were not klentified by the pharmacist prior fo

BEB224

BB224 Pharmacy,

FPatients own medication policic|

have been reviewed and updated,

Oxly a pharmacist can approve that thi
patient’s own medications are corred

per MD orders,

This P&P- Patients Own medicatio

I3

=2

was revised 8-23-04.

Pharmacist inserviced 8-23-04.

Nursing Personnel inserviced 9-5-06.

This will be monitored by the CNC
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administration.

16.03.14.330.06 Safe Handling of Drugs

06, Safe Mandling of Drugs, In addition fo the
rules listed below, written policies and procedures
which govern the safe dispensing and _
administration of drugs shall be developed by the
pharmacy and therapeutics committee with the
cooperation and the approval of the medical staff.
{10-14-88)

a. The pharmaciéi shall review the prescriber's
original order or a direct copy thereof, and
{10-14-88)

b. The pharmacist shall develop a procedure for
the safe mixture of parenteral products; and
{10-14-88)

. All medications shall be administered by
trained personnel in accordance with accepted
professional practices and any laws and
reguiations governing such acts; and {10-14-88)

d. Each dosge of medication administered shall be
properly recorded as soon as administered in the
patient's medication record which is a separats
and distinct pan of the patient's madical record;
and (10-14-88) '

e, Drug reactions and medication errors shall be
reporied to the attending physician and
pharmacist in accordance with hospital policy.
{10-14-88)

This Rule is not met as evidenced by:

Based on staff interview it was determined the
hospital failed fo ensure the pharmacist reviewed
physician's original orders or a direct copy thers

BE224

BB226

BB226 Pharmacy.
Safe Handling of Drugs.

P&P A-6 Pharmacist Review of Physician‘s
Original Ordems- roviewed & revised.

Pharmacist inservice 8-23-04.

Nursing Personnel inserviced 9-5-04,

This will be monitored by CNQ), q /{ R /0 ;
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BB226 | Continued From page § BB228 BE226 Pharmacy
of. The findings include: Safe Handling of Drugs
The pharmacist was interviewed on 8/21/06 at 3 P&P A-6 Pharmacist Review of Physician’s
PM. He stated that he reviewed physician orders Original Orders- reviewed & revised
by checking the patient's medication Lo .
administration record. He stated he did not see Pharmacist inservice 8-23-06
the original order or a direct copy of the order. Nugsing P l
ursing Personnel inserviced 9-5-06
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